Pseudomembranous enterocolitis is an inflammatory condition of the large intestine, which also frequently affects the small intestine, and is characterized by the formation of a membrane of mucus, fibrin and inflammatory cells adherent to the mucosal surface. This condition is also known as pseudomembranous colitis or membranous colitis. It is most often seen following the use of broad-spectrum antibiotics, especially the recently introduced lincomycin and clindamycin (Scott et al. 1973 ), although it also occurred before the days of antibiotics. The risk of developing pseudomembranous enterocolitis is increased when lincomycin is combined with a broad-spectrum antibiotic such as gentamicin or tobramycin (Clark et al. 1975) . Major surgery and septicxemia also predispose to its occurrence. In some cases no predisposing factors are present.
The essential pathological feature appears to be mucosal ischemia in the intestine, due to fibrin plugging of the capillaries (Whitehead 1971) , which leads to the typical lesion of dilated glands with excess mucus secretion, mucosal inflammation and the formation of the membrane. Diarrhoea, which is often bloody and is commonly accompanied by the passage of abnormal amounts of mucus, is the usual presenting feature. This is accompanied by abdominal pain and fever. The patient may become very ill and the condition can be fatal. When it occurs after the use of broad-spectrum antibiotics it usually follows oral administration of the drug but it can also follow parenteral treatment (British Medical Journal 1974) . Diagnosis is made by sigmoidoscopy and rectal biopsy combined with radiological studies. On sigmoidoscopy the mucosa usually shows a red inflamed appearance which is often less granular and less fragile than in ulcerative colitis and there are usually whitish plaques of adherent membrane. The plain film of the abdomen often shows gas-filled loops of small and large bowel and thickening of the haustrations of the large bowel may also be seen (Cohen et al. 1974) .
During the past two years we have seen 5 patients where histological examination of the rectal mucosa obtained at sigmoidoscopy and biopsy confirmed a diagnosis of pseudomembranous enterocolitis. Barium enema examinations had been carried out in all cases.
In 2 cases there was severe spasm of the colon but the barium enemas were otherwise normal.
Fig I Barium enema examination shows absence ofthe normal haustra of the left half of the colon. There is a serrated margin throughout the length ofthe colon and multiple irregular defects are shown in the descending colon. Note multiple gas-filled loops ofsmall bowel One patient, a man of 58, developed diarrhcea with blood and mucus but with no evidence of a predisposing factor. The other patient, a woman of 69, developed diarrhoea following a course of clindamycin for a septic toe. In the other 3 cases the barium enema examinations were abnormal.
Ofle patient, a 67-year-old woman, developed diarrheea with mucus at the end of a course of cloxacillin which had been given to cover the skin grafting of a varicose ulcer. On barium examination the left half of the colon showed absence of the haustral pattern (Fig 1) . The colon had a serrated margin throughout its length and multiple irregular defects were present in the barium, which were probably due to the presence of pseudomembrane.
A 69-year-old man developed a subphrenic abscess following the surgical treatment of a perforated duodenal ulcer. He was treated with a combination of gentamicin, ampicillin, cloxacillin, kanamycin, lincomycin, cephalothin and clindamycin over a period of a month. After finishing the treatment he developed diarrhoea with blood and mucus. A barium enema showed multiple nodular defects of the mucosal surface and serration of the colonic margin extending throughout the colon (Fig 2) . There was also thickening of the haustra of the ascending colon.
The third patient was an 85-year-old woman who developed diarrhoea with blood and mucus 622 Proc. roy. Soc. Med. Volume 69 August 1976 6 A4 Fig 2 The mucosalpicture shows multiple nodular defects with serration ofthe colonic margin. There is also thickening ofthe haustra ofthe ascending colon following a course of ampicillin for a wound infection after a sigmoid colectomy. The barium enema showed appearances similar to those in the previous patient with nodular defects and a serrated margin throughout the colon. A diagnosis of pseudomembranous enterocolitis was made and this was confirmed by rectal biopsy. A repeat barium enema later showed that the nodular defects were much smaller and the serrated edge was less marked.
The patients were treated with intensive intravenous therapy similar to that used in acute ulcerative colitis (Truelove & Jewell 1974) and they all made an excellent recovery.
In one case the barium enema showed appearances similar to ulcerative colitis (Fig 1) but the absence of mucosal ulceration and the presence of irregular defects due to the presence of pseudomembrane helped to distinguish it from ulcerative colitis. The combination of nodular defects and a serrated margin throughout the colon in the absence of mucosal ulceration was seen in 2 of our cases. This has been previously described in pseudomembranous enterocolitis and these appearances are probably due to cedema of the mucosa which occurs in this condition (Cohen etal. 1974) .
Pseudomembranous enterocolitis should always be considered by the radiologist in the differential diagnosis of inflammatory bowel disease in patients with no previous history of colitis, particularly where there has been recent treatment with broad-spectrum antibiotics. When the characteristic radiological appearances are present on the barium enema the correct diagnosis can be suggested. A rectal biopsy can then be carried out to confirm the diagnosis.
